Acute appendicitis is infrequent in children of Ͻ2 years of age. From the beginning of the century, only rare and sporadic cases have been reported in the neonatal period. Acute appendicitis inside an inguinal hernia sac is exceptionally rare in pediatric patients; when it occurs, it generates diagnostic pitfalls. Despite its rarity, it should nevertheless be considered in the differential diagnosis of acute scrotum in neonates. Early suspicion and groin exploration are often rewarding.
CASE REPORT
An infant boy was normally delivered at 38 weeks' gestation, weighing 3100 gm. At 6 days of age, a swollen groin and hemiscrotum were noted, with surrounding inflammation signs ( Figure  1 ). The abdomen was flat and not tender. The white blood cell count was 18,000/mm 3 with 60% neutrophils. An incarcerated inguinoscrotal hernia was diagnosed, and the right groin was explored under general anesthesia. The hernia sac contained purulent fluid and a 6-cm long perforated appendix. The appendix was removed, the stump was simple-ligated, and the cecum was returned to the abdominal cavity. The sac was then proximally dissected from the spermatic cord and highly suture-ligated. The distal sac was left in place. A Penrose drained the groin through the scrotum. The postoperative period was uncomplicated. The drain was removed the next morning and was probably not necessary. The purulent secretion yielded Escherichia coli and Klebsiella. Intravenous antibiotic was given for a period of 5 days. Oral feeding was then introduced and was well tolerated. Local inflammatory signs subsided gradually, and the baby was discharged on postoperative day 8. Histopathologic examination of the appendix showed acute appendicitis with diffuse epithelial and transmural infiltration (Figure 2 ).
DISCUSSION
Acute appendicitis is rare in children of Ͻ2 years of age.
1,2 Neonatal cases have only been reported sporadically. 3 A normal appendix is found in an inguinal hernia sac three times more in infants than in adults. 4 Hernial appendicitis was stated by Bar-Maor and Zeltzer 5 to represent 0.13% of all cases of acute appendicitis. Considering the anatomy and the paucity of lymphoid tissue in the neonatal appendix, it is not surprising that obstructive appendicitis is so rare in this age group. A thin appendix wall and a short omentum incapable of blocking a developing perforation are factors that together explain the high perforation rate. 6, 7 Acute appendicitis inside a hernia sac may be considered as a position of advantage, because the inflammatory reaction is initially localized when perforation occurs. 8 -10 In cases of acute intra-abdominal appendicitis in a child with an inguinal hernia, gastrointestinal symptomatology may be obscured by acute inguinoscrotal signs. [11] [12] [13] The accepted policy of taxis in incarcerated inguinal hernias should not be exercised when scrotal signs are present. Neonatal torsiotestis and orchitis are very unusual in neonates but also need to be excluded. 14, 15 Acute scrotal signs in neonates have also been described in necrotizing enterocolitis, meconium peritonitis, and intra-abdominal hemorrhage. 16, 17 When the decision to operate is reached, a groin exploration is the best initial step. The data obtained after opening the hernia sac http://www.stockton-press.co.uk
dictate what to do next. The presence of a pyoscrotum demands recognition of its origin. A separate laparotomy should be performed if pus or blood is coming out of the peritoneal cavity.
In cases of acute appendicitis, we advocate simple ligation of the appendix stump and return of the cecum to the abdominal cavity. The sac is highly suture-ligated, and no attempt is made to remove it. Drainage is elected by some authors and is considered unnecessary by others. 18 In conclusion, hernial acute appendicitis can produce many diagnostic pitfalls. Despite its rarity, it should be considered in the differential diagnosis of acute scrotum in neonates.
